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Abstract 
Overview: HOPE (Health, Opportunity, Partnerships, Empowerment) Accounts for 
Women tested the effects of a health intervention that incorporated financial education 
and social support through an Individual Development Account (IDA) program and 
HOPE Circles. The two-year study targeted obesity, hope, empowerment, and poverty 
among rural, low-income women in eastern North Carolina.  
Methods: The HOPE Accounts Dinner Discussion and Photo Project used a combination 
of focus groups and photo elicitation techniques to qualitatively explore the facilitators 
and barriers that the women faced in establishing financial savings and opening IDAs.  
Discussion: This paper describes the HOPE Accounts Dinner Discussion and Photo 
Project and presents the preliminary findings. Selected themes related to the facilitators 
and barriers around financial savings are shared, and implications for research and 
practice are discussed.  
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 Disparities in health outcomes based on social factors are well documented in the 
United States and largely attributed to social determinants.1 Social determinants of health 
are the social, economic, and physical conditions in which people live, work, play, and 
learn.1,2,3 Social determinants of health occur at global, national, and local levels, and 
include policies, institutions, socioeconomic conditions, access to resources and 
education, and the built and natural environments.1,2,3 The idea of addressing social 
determinants of health is gaining increasing traction in research and practice; Healthy 
People 2020, a nationwide initiative, identifies the importance of social determinants in 
achieving the ambitious goals set for the country.2,3  
Socioeconomic status is a significant social determinant in health disparities. 
Despite variations in the research because of specific groups, indicators, and 
measurements, socioeconomic status is clearly associated with health outcomes.4,5  
Education and income are considered important dimensions of socioeconomic status and 
often used as proxies in research. Braveman et al. (2010) found that relationships 
between income, education and health exist on a gradient.6 Not only are the least 
educated and lowest income populations the least healthy, but populations with 
intermediate income and education levels were still less healthy than the wealthiest.6 
Income and education disparities relate to race/ethnicity as well. On average, African 
Americans and Native Americans have higher rates of poverty and lower education levels 
than whites.6,7 Disparities in health outcomes based on race/ethnicity are also supported 
by numerous other studies.4,5 The importance of socioeconomic status and race/ethnicity 
to health is demonstrated by calls to research their independent and joint effects on health 
outcomes.4,5,6  
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One health outcome of particular concern is obesity (Body Mass Index ≥ 30) 
because prevalence in adults has risen above 30% in the past 20 years.8 Obesity is linked 
to numerous other chronic health conditions including diabetes, stroke, and 
cardiovascular disease.8 For women, obesity can have other negative health effects such 
as infertility, pregnancy complications, and possibly increased risk of cancer.9 As seen 
with other health conditions, disparities in obesity are significant, especially among 
women. Lower income women are more likely to be obese than women with higher 
incomes.10  Though the majority of obese women do not have incomes below 130% of 
the poverty line, this group saw obesity rates8 of 42% in 2005-2008. In addition, women 
with lower education levels are more likely to be obese than women with more 
education.10 Yet even as education level increases, obesity rates are higher among 
African American women than white and Mexican-American women.10 
HOPE Accounts for Women 
HOPE Accounts for Women sought to address obesity and overall health through 
social determinants, including financial literacy and empowerment, among rural, low-
income women in eastern North Carolina. The two-year study tested the effects of a 
health intervention that incorporated financial education and social support through an 
Individual Development Account (IDA) program and HOPE Circles. The study built 
upon many years of similar HOPE (Health, Opportunity, Partnerships, Empowerment) 
community-based participatory research (CBPR) projects with communities in the 
eastern part of the state. The HOPE Accounts intervention targeted obesity, hope, 
empowerment, and poverty, with the goal of improving women’s overall health and 
wealth.  
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HOPE Accounts for Women developed from several theories, anecdotal evidence, 
and most importantly, the direct results of CBPR. It drew heavily on previous 
experiences and research with the partner communities that highlighted the need to 
address social and economic factors. The HOPE projects have a history and belief11 in the 
importance of addressing “social and economic needs within the context of health-related 
practice and research” (p. 1124). In 1999, researchers were working with the partner 
communities implementing workplace wellness programs when Hurricane Floyd swept 
through North Carolina, devastating these already economically challenged counties. In 
the wake of the disaster, a dialogue began between researchers and the partner 
communities. Community members spoke about the importance of healthy living and 
healthy lifestyles; however, they expressed serious concern for their livelihoods, and 
stated that they could not prioritize healthy eating when their basic needs were not being 
met. This dialogue and other formative research in the partner counties emphasized the 
importance of addressing social determinants, such as poverty, lack of employment, lack 
of job skills and economic stress, that create barriers to making healthy changes and 
alleviating obesity.11 The HOPE projects were born out of these conversations and the 
partner communities’ request that job skill training and financial aspects be incorporated 
into future interventions.  
The first HOPE intervention after the hurricane, HOPE Works, observed 
significant drop out rates (approximately one-third), and of the women who dropped out, 
the majority were non-white and had low socioeconomic status.12 This experience 
reinforced the relationship between social determinants and health, to the extent that low 
socioeconomic status creates a barrier to women taking advantage of community-based 
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health interventions,12 and furthered the argument to address social determinants in these 
communities. The combination of health and economics is an innovative approach to 
addressing social determinants of health.13 Though low socioeconomic status is 
acknowledged as an important determinant, it is not usually addressed directly by health 
interventions.14 At the time the grant was awarded, HOPE Accounts for Women was the 
only project funded by National Institutes of Health combining financial health with 
personal health. 
Economic empowerment may lead to behavioral and lifestyle changes as well as 
improvement in health conditions.14 In seeking to address economic empowerment, 
financial literacy and wealth, HOPE Accounts looked to asset-building research and 
interventions, including microenterprise and IDAs. The intervention first drew on 
microenterprise programs such as Grameen Bank. These programs seek to alleviate 
poverty by providing financial education and small loans to women15 but also often 
incorporate health education.13 Grameen Bank specifically targeted poor individuals and 
grew to focus on poor women as it became clear that income made by women had more 
positive effects for children and the entire household.15 Microfinance programs such as 
Grameen Bank have improved the economic status of women as well as other outcomes 
such as empowerment, individual health, and family health.13,14,15 The link between 
financial interventions and health outcomes is further supported by the CDC’s 
consideration to combine microenterprise or IDA programs with HIV prevention for low-
income African American women.14  
IDAs were chosen as a financial tool for the HOPE Accounts intervention because 
of their popularity as a strategy for increasing assets among low-income populations. 
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IDAs are matched savings accounts for low-income individuals and families to save 
money toward developing wealth or assets through avenues such as home ownership or 
microenterprise.16,17 Because lack of assets contributes to poverty and lack of economic 
mobility, IDA programs may improve socioeconomic status,18 and therefore also health, 
among low-income populations. IDA graduates report higher levels of savings than 
program dropouts or nonparticipants.18 Though gender is not associated with savings 
outcomes, the majority of participants who self-select into IDA programs are women,19 
which may suggest that they are especially appealing or appropriate for women. In 
addition, IDAs may improve financial savings outlooks and behaviors of participants, 
which contribute to their ability to reach long-term goals18 and build assets that may 
improve their overall financial status and health.  
 Finally, HOPE Accounts pulled from several theories. The program recognized 
the interplay between social factors, economic factors, and health that has been widely 
recognized in the literature,4,5,6 and sought to improve health by addressing all three 
areas. HOPE Accounts hypothesized that financial literacy and IDAs would help women 
build assets, which would eventually help them move out of poverty, breaking the cycle 
of generational poverty and, consequently, improve their health status as well as the 
health status of those within their immediate families and communities. The HOPE 
Accounts for Women framework was based on The Community Guide’s Model for 
Linking the Social Environment to Health, developed by the CDC Task Force On 
Community Prevention Services.20 The basis of this model states that social resources 
affect community health, and socioeconomic factors play a significant role in accessing 
those social resources.20  The model reasons that health outcomes need to be understood 
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at the individual level as well as in the context of six larger social factors.20 The six 
factors, including opportunities for learning and capacity building, community 
development and employment opportunities, and social cohesion, civic engagement, and 
collective efficacy,20 exist “along a pathway from root determinants of health to 
community health outcomes” (p. 13). HOPE Accounts drew upon these six conditions as 
well as on the socio-ecological model by addressing factors at multiple levels including 
individual, social network, and community.  
Women who chose to participate in HOPE Accounts were randomized into 
intervention and control groups at baseline. Participants in the intervention group joined 
HOPE Circles where they learned strategies for weight management and moving out of 
poverty. The Circles were led by other women trained to be Circle Leaders. HOPE 
Circles met twice a month for six months and covered topics ranging from healthy eating 
and reading a food label to budgeting and creating a resume. Participants were 
encouraged to focus on making healthy changes and setting goals. Women also received 
tailored newsletters providing information to help them achieve health behavior changes 
and financial goals. In addition, intervention participants had the opportunity to save 
money for a personal goal through an IDA with a 1:1 match up to $600. At the end of the 
HOPE Accounts intervention, IDAs could be used toward education, job skill 
development, or small business development. Participants in the comparison group did 
not have the HOPE Circle social support model or IDA option, and received generic 
newsletters on other health and wealth topics not related to the intervention.  
Among women who successfully completed the HOPE Accounts intervention, 
only about half took advantage of the IDA matched savings opportunity. Given the 
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importance of financial savings and assets in improving socioeconomic status and health, 
a related study was initiated to understand more about this discrepancy and attempt to 
provide insight that may inform other interventions that target financial literacy and 
health. The HOPE Accounts Dinner Discussion and Photo Project, conducted after the 
initial HOPE Accounts study follow-up, used a combination of focus groups and photo 
elicitation techniques in order to qualitatively explore the facilitators and barriers that the 
women faced in establishing financial savings and opening IDAs. The purpose of the 
present study was two-fold. First, the study was used as a program evaluation to identify 
the strengths and challenges of the intervention overall. Second, the study sought to 
determine the barriers and facilitators the women encountered in establishing financial 
savings. A related objective was to ascertain if the barriers and facilitators were similar or 
different between the women who successfully opened IDAs and those who did not. This 
paper presents the preliminary results related to the second objective of the focus group 
and photo elicitation project, highlighting selected themes from the barriers and 
facilitators identified by the women. 
Methods 
In order to explore participants’ perceptions of the program and financial savings, 
exploratory qualitative methods were employed. The study took place over four months 
in the summer and fall of 2012. The study used a combination of focus groups and photo 
elicitation sessions with four groups of women. Participants were split into groups based 
on IDA status and geography, and each group took part in two back-to-back sessions. The 
first session relied on a focus group discussion and the second session employed photo 
elicitation. Focus groups use moderated group discussions to generate data.21 Strengths of 
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focus groups lie in their exploration of feelings, opinions, and experiences; the ability to 
gain a wide range of information and depth of insights; the ability to make comparisons 
between participants; and the unique capacity to incorporate empowerment into the 
method.21,22  Focus groups22 are “particularly applicable for investigating questions about 
why individuals exhibit certain behavior patterns” (p. 437), and have been used 
successfully in a wide variety of disciplines, including health.21,22 
In addition to the focus group discussion at the first session, the second session 
employed photo elicitation as the impetus for the discussion. Photo elicitation 
incorporates research interviews with photography or images, which trigger symbols, 
representations, and memories in participants.23 These techniques elicit greater depth and 
different kinds of information from participants than would be obtained through a typical 
interview.23 The photo elicitation sessions drew the conceptual basis and foundation of 
the discussion from photovoice and its techniques. Because of the short timeline and 
resources, it was not possible to engage in a full photovoice project that typically 
involves multiple cycles of photography and discussion.24 Photovoice helps participants 
identify their community and issues within it, represent the community’s assets and 
challenges, and ultimately enhance their community in some way.25 The process was 
originally developed with rural women in China26 and has since been used successfully 
with many different populations, especially women, and for multiple purposes.24 Whereas 
photo elicitation can involve different types of images, including photographs taken by 
the researcher or participants,23 photovoice and this study relied solely upon photographs 
taken by study participants.24,26 The strengths of focus groups and photo elicitation were a 
good fit for this study population and research question.  
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Setting 
 The HOPE Accounts intervention targeted women in four rural counties in eastern 
North Carolina; therefore, this phase of the study also took place in these counties. The 
counties have a longstanding partnership with the HOPE projects. All four target counties 
have significant African-American populations, ranging from nearly 25% to 40% of the 
total population.27 In addition, two of the counties are home to state-recognized Native 
American tribes. The partner counties experience significant disparities in terms of 
poverty and obesity. From 2006-2010, poverty rates in these eastern locales ranged from 
20.4% to 30.2%, compared to 15.5% in the state as a whole.27 All four counties have 
adult obesity rates28 of more than 30%, with one county reaching 40% in 2009.  
The focus group and photo elicitation sessions were held at three community 
organizations in three different counties. These organizations were previously associated 
with the project as meeting spaces during the intervention and were familiar to many of 
the women who participated in the focus group and photo elicitation project. The sessions 
were held on weekday evenings for two of the three groups. The sessions for the other 
group were held in the afternoon to accommodate the schedules of the participants. 
Sample 
All women who completed the HOPE Accounts intervention were invited to 
participate in the focus group and photo elicitation project. Intervention completion was 
defined as having attended at least half of the sessions and completing the baseline and 
follow up surveys. Recruitment was conducted by telephone using a script. The majority 
of women who did not participate were unreachable by phone because of disconnected 
phone numbers or unreturned messages. Women received a financial incentive for each 
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of the two sessions they attended and were given a digital camera, which they were able 
to keep upon conclusion of the project.  
Of the 71 eligible, 45 women, representing all four partner counties, participated 
in the project. The majority of the women reported their race/ethnicity as black or African 
American (60%), followed next by Native American women (35%), with white and 
Native Hawaiian or Pacific Islander accounting for the remainder. Women reported their 
degree of education on a spectrum from completing 8th grade or less to a postgraduate 
degree. No level of education accounted for the majority. College educated women made 
up 38% of the group, 18% with some college, 18% with a postgraduate degree, 11% with 
a high school diploma or GED, and the rest fell into other categories or did not report. 
Nearly all women reported having a checking account (89%) and savings account (84%).  
Women were split into groups based on their geographic location and whether 
they opened an IDA during the intervention. Therefore, there were two groups in two 
different locations for women who opened IDAs and two groups in two locations for 
women who did not open IDAs. In total, 34 women with IDAs and 11 women without 
IDAs participated. The higher number of participants with IDAs was expected because 
women who participated in the IDA component were, by definition, more engaged in the 
intervention.  
Data Collection 
 The participants were split into four different groups, based on their geographic 
location and IDA status, as mentioned previously. Each of the four groups met twice for 
two hours with a week span between the two meetings. A total of eight sessions were 
held. Sessions were led by three trained facilitators, including the HOPE Accounts 
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project manager, a community coordinator for the project, and a graduate research 
assistant.  
 The first two-hour session for each group was conducted as a focus group 
discussion. Women gave their signed consent prior to the beginning of the conversation.  
The study and all instruments used were approved by the University of North Carolina at 
Chapel Hill’s Institutional Review Board. The discussion guide first touched on topics 
related to the HOPE Accounts intervention, including questions about how and why 
participants joined the project, what they liked and disliked about the project design and 
intervention content, and what they learned. The second part of the discussion focused 
more broadly on perceived barriers and facilitators toward savings. Women were asked 
about the things that helped them save money and the things that made it difficult. This 
discussion generated a list of barriers and facilitators related to savings, which was 
member checked at the end of each session. The session facilitators read through the lists 
and participants added, removed, and clarified different items. Member checking with 
participants in this fashion adds validity to the findings by involving participants’ 
perspectives to verify the credibility of the information.29 The discussion of barriers and 
facilitators also segued into the second session. At the end of the first session, participants 
received digital cameras and were given two photo assignments.  Women were asked to 
return the next week with their cameras containing photographs of things that help them 
save and things that make it hard for them to save.  
 The second two-hour session for each group was held exactly one week after the 
first session. The women’s photographs were used for photo elicitation discussions at this 
session. Each woman picked one of her photographs representing facilitators and one 
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representing barriers to share briefly with the group. Each group then chose one 
facilitator photo and one barrier photo for more in-depth conversation. Therefore, each 
group’s second session included two different photo elicitation discussions.  
The discussion guide for the photo elicitation was based on the SHOWED model. 
SHOWED is an acronym to walk a group through a discussion using a trigger,30 which is 
the photograph in photovoice or photo elicitation. Step-by-step, the facilitator using 
SHOWED asks: what do we See in the photo, what is Happening in the photo, how does 
this relate to Our lives, Why does the problem exist, how can we be Empowered around 
this problem, and what can we Do about it?30 The photo elicitation discussions followed 
the SHOWED guide as a general skeleton with some specific probing questions to make 
it more applicable for the group and topic. For example, in the “Our lives” section, 
facilitators asked how the photograph related not only to the women’s lives and their 
communities but also how it related to savings. Adaptations such as this helped keep the 
discussion focused on facilitators and barriers. As in SHOWED, each discussion ended 
by focusing on empowerment and actions the women could take to make changes in their 
lives or communities,30 including main messages they would want to share with others in 
the community. The two-session process described above was repeated with each group, 
for a total of eight sessions.  
Data Coding and Analysis 
Photographs and audio files were collected during the project. Women were asked 
not to take identifiable photographs, and image files were de-identified when collected so 
they could not be linked to any participant. The audio files from the eight sessions were 
transcribed verbatim using a transcription service. The transcripts were then de-identified 
Blackman, 2012 
	   16 
and checked for accuracy by a graduate research assistant.  
Three independent coders, who were also the facilitators, coded the transcripts for 
preliminary themes. The use of multiple independent coders provides greater reliability of 
results through triangulation.29 This initial coding was done using topical themes from a 
codebook (see Appendix A), which was generated from the lists of barriers and 
facilitators the women identified at the end of the each first session. The lists contained 
approximately 18 facilitators and 20 barriers. These items were then grouped thematically 
to create a codebook of 15 codes, including 11 primary topical codes. For example, goal 
setting, planning, and visualization were all items that participants named as facilitators 
toward savings. These three items were grouped into the theme of “goals” for the 
codebook. The lists used to create the codebook were member checked with participants 
at the end of each session, which increases the validity of the codebook and findings.29 
Dissemination 
 The final phase of the focus group and photo elicitation project was to share the 
results with the community through three separate town-hall style meetings. The events 
were opportunities for participants to share their experiences with others, as is one of the 
goals in photovoice.25  While photovoice seeks to engage policymakers in forum 
events,24,25 this smaller study engaged the community by allowing participants to extend 
invitations to those whom they desired to attend.  
For the town hall events, the study staff printed the participants’ photographs as 
well as selected quotes from the transcripts. Prior to each town hall event, the facilitators 
and some of the participants matched the quotes with the photographs to best represent 
the messages the participants wanted to share with others. The matched photographs and 
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quotes were displayed at each event. In addition, the facilitators provided handouts for 
the event. One handout contained the main messages, tailored for each group with a few 
photos and quotes from their sessions. The second handout listed the 15 top ways to save 
money that were identified by the women across all four groups (see Appendix B). 
Participants invited friends, family, and others from the community to attend. 
Representatives from the community organizations who hosted the focus group and photo 
elicitation sessions kept the photograph and quote boards after the events to display in the 
community.  
Results 
 The preliminary analysis revealed that the majority of the themes occurred across 
groups, regardless of geography or IDA status. However, some themes from the 
codebook arose less frequently or appeared less meaningful. The themes of Medical 
Expenses and Stress, for instance, initially seemed important but did not emerge as 
common or significant in any group. Five select themes that were common and influential 
are presented here. The themes of Savings Habits, Social Factors, and Willpower 
developed in each group. Goals and Trust in Financial Institutions also surfaced as 
important themes, but did not appear as consistently across groups. 
Savings Habits 
 Participants across all groups discussed saving habits in terms of their current 
practices, but also often in the context of passing habits through generations. Teachings 
from parents or elders were both positive and negative in terms of establishing savings. 
Multiple participants discussed how their parents or grandparents saved money but were 
unbanked, as this participant relates:   
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“My grandfather and my grandmother… were the first [people] that taught me [to 
save]. They didn’t do the bank account, my granddaddy had it somewhere in his 
room. But if I needed five dollars, he knew where to go and get it from.” 
In a few cases, women shared positive messages they learned from others that 
helped motivate them to save or prioritize their savings. One woman shared that despite 
her household financial insecurity, her mother still passed on positive financial habits: 
“… we were raised very, very, very poor, but our mother always told us, you pay your 
bills first, and that was it. There were no exceptions.” Another participant shared a 
philosophy she learned:  
“One of my teachers told me, don’t spend all your money. Said you always put 10 
percent aside for God, and you save 10 percent of what your check is, and the rest 
you can spend. But you always do that.” 
Another common concept regarding savings habits was having poor habits, or 
even no habits, because of a lack of knowledge. One participant in the non-IDA group 
described that one of her motivations to join the intervention was to learn: “I decided to 
participate [in HOPE Accounts] because somebody please show me how to save my 
money. I didn’t know how to save because everything I was getting, I would spend it out, 
let it go.” The importance of financial literacy and skills came up in another group as 
well: 
“We take it for granted everybody knew how to do these things. You’d be 
surprised to know that people don’t know how to write out a check or don’t know 
how to balance a check or don’t know how to fill out a job application or don’t 
know how to fill out a resume.” 
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Social Factors 
 In the program evaluation portion of the focus groups, social factors often came 
up as a facilitator for savings because of the group accountability during the intervention. 
However, social factors emerged as a larger theme as barriers and facilitators in women’s 
lives in general. Many of the participants were mothers or grandmothers and discussed 
the importance of the younger generations. All participants expressed a great deal of love 
and satisfaction related to their children and grandchildren, but also shared how family’s 
needs or wants were often reasons to spend money that could be used toward other 
expenses or savings. Women expressed their choices or sacrifices as a necessity to 
provide opportunities for their children. One mother described the decisions she made: 
“You have children so you had to make some sacrifices in spending – you know, am I 
gonna to buy some more shoes today or am I gonna send this money to my son in 
college.” Another mother summed it up by saying, “We as parents, we do that, we 
sacrifice – all the time.” 
 Though children and family could be barriers to savings because of the extra 
expenses and desire to provide opportunities, they were also facilitating social factors. 
This theme intersects with Savings Habits as one participant describes the desire to be a 
good role model and pass along positive savings habits: 
“A lot of mothers are motivated by … trying to teach the best and give the best to 
our children … are you passing on the tradition of saving to your children, right? 
Save for yourself first. Save for yourself first and then you’ll be teaching them to 
save.” 
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In this way, social factors contributed as motivation to save money. Other women echoed 
this idea of women asserting the need to save for themselves or their goals. The need to 
save was also framed by many participants as a facilitating factor because of how the rest 
of the family structure could be positively affected. As one women told her peers, 
“Whatever we put into ourselves, it’s all gain…. by helping yourself, you’re helping 
everyone that you affect.” Another woman articulated the tension of a woman’s sense of 
duty to her family by saying:  
“… there’s got to be a conscious effort of changing your mindset – you’ve got to 
do this for you, you’re not a bad momma if you choose to buy [your children] a 
certain pair of sneakers and take 50 dollars and put it into your IDA account.” 
 In other instances, women described trying to help their children keep up with 
other social and cultural influences: 
“If there’s somebody else that has something nice, you want something nice. And 
sometimes it’s houses, sometimes it’s cars, sometimes it’s clothes, shoes. And I 
don’t think it’s so much with adults our age, but it’s adults our age spending our 
money on our children and grandchildren, so they can keep up with the Joneses.”  
Willpower 
 Participants’ willpower and ability to make sacrifices arose repeatedly in each 
group as a facilitator and barrier. Willpower was described as a facilitator when 
participants had the self-control to resist spending money on temptations and instead 
putting that money into savings. Conversely, all groups described lack of willpower as a 
barrier to financial savings. Shopping and other habits were commonly referred to as 
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“temptations” that threatened willpower. One participant described the tug between 
temptation and savings:  
“It’s part of the addiction to spending … You get those [magazines] in the mail 
and there’s temptation, little dolls, stuff that you want to get your children. So 
again it goes right back to the taking away from your savings versus keeping it, 
that you don’t want to give it up.” 
In multiple groups, women talked about the ability to distinguish their needs from 
their wants, and the ability to focus only on their needs so that they would have the 
money to put into their savings. When asked how they were able to save money, 
participants often described scenarios like this one: “Cutting back, slicing off those things 
that were unnecessary. I mean, like I said, I just quit going to town, shopping.” Another 
woman’s words echo the idea of foregoing shopping for things that are not necessities:  
“It’s our responsibility to have emergency monies, and bottom line, if you can’t 
pay for it, you don’t need it… I’m talking about in a luxury item, whether it’s 
clothes or blouses… If we would just stop and think what do we really need.” 
Distinguishing between needs and wants also felt like a sacrifice in many instances, as 
women gave up things they were accustomed to in order to save money: 
“I did have to sacrifice Starbucks and all of those luxuries, don’t get me wrong. 
They’re all personal wants… We just realized that if we wanted the end goal we 
just had to give up something... Starbucks, going out to eat, [we] just hop in the 
vehicle, just go, and when I have a tank of gas, and just go. Oh no, you reserve 
that … whatever money I would normally spend, I will make a deliberate effort to 
stay home and take that twelve dollars and set it aside and put it in savings.” 
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Many women felt that the concept was an important message and lesson for others. One 
participant said, “We have to realize the difference between luxuries and necessities. And 
that’s major, and you will never, ever be able to save until you can see that.” 
Goals 
 Saving money in order to reach goals was a described as a facilitator for many 
participants; however, the theme did not resonate in all groups. The successful IDA 
participants in one county spent the most time discussing the importance of goal setting. 
Goals were viewed as personal, and separate from some of the other social and family 
obligations that affect savings. One woman described bringing her goals into focus 
during the intervention: 
“But when we started our sessions, one of the things that they asked is, what is it 
that you want to do? What are your goals? … we get so [focused] on what your 
kids want, what your husband wants, okay it’s not about them right now. What is 
it that you want? What are your goals?” 
Goals were also described as a way to get started saving, even when it seems 
challenging or out of reach. A non-IDA participant talked about how goals are motivation 
to save:  
“Think about your goals, your dreams of what you want to have to save… So it 
starts with hoping and dreaming and believing that you can save. You can save 
those pennies, you can save that.” 
Another participant shared the belief that goals were an important mechanism to start 
saving, but that it needed to be an ongoing process as well: 
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“I think each person needs to set their individual goals of what they want to do. 
But the difference is, I whole heartedly don’t believe that the only time we should 
be savings should be to get the dance shoes or go on vacation – I think that should 
be included in our basic budget… just in the regular operational budget as to how 
she’s going to meet this goal.” 
This participant articulates that developing savings should be a goal itself, and how 
saving should be integrated into regular habits. 
Trust in Financial Institutions 
 Banks and other financial institutions were commonly seen as barriers to savings. 
Even among women who had positive banking experiences, there was still a lack of trust. 
Participants shared feelings of stress and fear associated with banks regarding fees or 
changes that could negatively affect savings or overall financial status. As one woman 
describes, a negative cycle and relationship can easily be created with financial 
institutions through overdraft or small mistakes: 
“What scares me, what’s scary is that when they charge you this here, you 
actually don’t really have this here, and as long as you don’t pay it, it’ll draw 
interest, and then, then before long, you can’t come to that bank until you pay it.” 
Fees related to usage were a concern for many participants. One spoke generally about 
the barriers that make it difficult to even have a bank account: 
“Some banks, though, make it hard for – especially low-income people – to save 
because you have to pay – to keep your checking account, you have to pay every 
month. And then worrying about a returned check. I think they make it very 
hard.” 
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Both quotes above help illustrate the general sentiment that the relationship with financial 
institutions was almost adversarial. Most women did not feel that banks were allies or 
resources in the savings process. And though the trust in financial institutions theme did 
not come up consistently across groups, it was still a concern for both IDA and non-IDA 
participants. Despite successfully saving with an IDA, one participant shared: 
“…it’s hard for me still, just trusting banks with their fees and all the changes… 
I’ve always been leery that I’m giving somebody else my life savings and it will 
go bankrupt if it is not federally insured, etcetera.” 
Discussion 
The selected themes illustrate the duality of topics as facilitators and barriers to 
savings. Every theme, with the exception of trust in financial institutions, had positive 
and negative implications for financial savings. The Savings Habits theme revealed that 
participants had learned a range of habits to establishing financial savings as adults. In 
many cases, lack of knowledge could be a barrier, but it led to a desire to gain financial 
literacy and learn ways to save. Participants also wanted to establish positive savings 
habits to pass along to other generations. This idea leads directly to the Social Factors 
theme where desire to be a role model for family members could serve as inspiration for 
savings. In addition, meeting family members’ needs or providing opportunities could be 
a facilitator if women saved money for these things in the future, but it could also be a 
hindrance in the immediate term. Shobe and Christy-McMullin (2005) found a similar 
tension between saving and spending money related to family among low-income women 
in North Carolina.17 
The Willpower theme is especially notable because of the depth and frequency 
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with which it was discussed. The concept came up in every group and many groups 
echoed each other’s thoughts with only slight variations on semantics. For example, one 
group talked about “needs versus wants” and another talked about “luxuries and 
necessities.” Sacrifice was also included under the Willpower umbrella. Women were 
frank in their discussions of sacrifices for their families or for saving money. It seemed to 
be a fact of life for many women that they expected and accepted. The underlying 
motivations that led to the sacrifices are areas for more analysis or research. Because of 
the many ways these ideas arose, they may be significant for other populations of women 
as well.  
The HOPE Accounts intervention focused heavily on health and wealth goals, so 
it was interesting that the topic did not come up in all groups. Goals have been strong 
motivation for other IDA participants.16,17 Though Goals did not rise to the forefront as a 
theme in all groups, it was an undercurrent in some of the other themes. As women 
discussed making sacrifices or ensuring opportunities for the next generations, they were 
alluding to these ideas as goals or reasons to save money.  
While the findings are clearly associated with financial savings, they have 
implications for practice and research related to health. The socio-ecological model in 
public health practice calls for inclusion of social and external factors outside an 
individual’s health alone.13 And as the public health field considers specific strategies in 
the future to address social determinants such as finances,14 understanding and 
accommodating for barriers and facilitators in financial habits will be important. 
Research has, and continues to, document the social determinants of health, including the 
poor health outcomes typically associated with low socioeconomic status. 4,5,6 Finances 
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often have direct implications for health, even as specifically as the ability to access and 
pay for health insurance and health care.13 As one study participant articulated, “I believe 
the more wealthier you are, the more healthier you’re gonna be because you’re able to 
afford healthcare.” Despite their preliminary nature, the findings from this study 
contribute to the understanding of barriers and facilitators that affect women’s finances 
and may inform future practice and combining health and economics.  
Implications for Practice 
The findings from this study may be applicable to other programs working with 
low-income women focusing on health in combination with financial education, 
microenterprise, and/or IDAs. Social and structural interventions including 
microenterprise are increasingly being considered for health, in particular for prevention 
of HIV/AIDS with African American women.14 This is just one specific area of practice 
that could be informed by some of the findings from this study. In addition, the majority 
of participants in IDA programs in North Carolina and across the country are women.16,17 
Understanding women’s facilitators and barriers are especially important, therefore, to 
North Carolina, and programs focusing on finances and health in other states as well.  
The findings demonstrate the need for financial literacy and savings interventions 
with women, especially similar populations that are low income. Health interventions can 
successfully address multiple factors related to health outcomes by incorporating other 
elements such as financial components.13,14,20 In many cases, knowledge and resources 
were significant barriers to financial savings. Women in this study articulated an active 
desire for assistance in overcoming these barriers, especially related to financial literacy. 
They also expressed a great deal of knowledge gained from the financial components of 
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the intervention. Financial education is an important component of IDA programs 
because it contributes to successful savings and past participants have expressed similar 
knowledge gained.16 In addition, financial education is especially beneficial for very low-
income populations, who may be more likely to change their behaviors because of 
education or information they receive.31 These benefits support the inclusion of financial 
literacy aspects into public health interventions, especially with low-income populations 
that often have the poorest health outcomes. Therefore, financial education is a key part 
of any intervention seeking to empower women and help them change financial behaviors 
or develop assets to improve health.  
For interventions focusing specifically on financial literacy or IDAs, this study 
highlights the ongoing distrust of financial institutions among some populations. 
Participants indicated that they were reticent to work with banks, and a few women in the 
non-IDA groups did not have bank accounts at all. These findings are consistent with 
other studies where many IDA participants did not previously have bank accounts.16 
Given the nature of this barrier, it may be challenging to overcome. Interestingly, 
participants suggested that greater outreach from financial institutions would be 
beneficial. Even those who felt that their distrust could not be overcome said they would 
be open to hearing the information because it was important for them to pass along to the 
next generation. Participants suggested that young people, such as adolescents in high 
school, needed to understand financial concepts and be comfortable navigating banks, 
credit cards, and other financial institutions. This suggests a place for partnerships with 
financial institutions in similar interventions. And as researchers call for interdisciplinary 
collaborations to improve health disparities,14,20 exploring institutional partnerships in the 
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financial sector and other sectors is increasingly important. Relationship building on the 
part of institutions may help women’s trust, and outreach on the part of institutions can 
help build young people’s trust and positive habits early in life, potentially improving 
health and wealth trajectories.  
Social influences were a key factor for women in this study as a facilitator and 
barrier. Family was the central social factor related to desire to develop positive habits, 
and motivation to achieve goals. These findings are applicable to interventions targeting 
health and wealth separately or in combination. Other financial programs could capitalize 
on the facilitating factors related to social networks and work to reduce the elements that 
create barriers. This same concept may be easily translated to health education or 
interventions, where capitalizing on women’s concerns for future generations might 
encourage them to change behaviors or pass positive health habits on to children or 
grandchildren. Programs may be able to help women learn positive habits by 
emphasizing their roles as caregivers and decision-makers. Using women’s concern for 
others, including their children, grandchildren, and wider community, interventions could 
promote financial literacy, savings, and health as a way to positively impact younger 
generations. This may be framed as a way for women to role model positive savings or 
health behaviors. Or, as a few of the participants in this study suggested, it also may be 
framed in the larger caregiving role that women play in families such that when women 
invest in themselves, they are investing in their entire families. These ideas build positive 
habits and incorporate willpower and goals by using social factors as motivation.  
Health and economic interventions would also benefit from understanding the 
barrier that social factors can create even while serving as a facilitator. The caregiving 
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roles and priorities of women can prohibit positive health and financial behaviors. 
Programs could acknowledge the struggle that women face in trying to support their 
families and provide for their needs and wants.17 In programs that incorporate social 
support like HOPE Accounts, this may mean providing the space for women to share 
their challenges and support each other to balance the competing demands. Health 
interventions would also need to recognize these barriers and seek to mitigate or work 
within them by incorporating family into the intervention. Engaging women’s strong 
willpower to achieve goals as well as focusing on the motivating aspects of family may 
also be beneficial. In targeted financial education or IDA programs, acknowledging the 
challenge also could mean incorporating or sharing specific strategies about inexpensive 
activities for families that satisfy family desires and allow participants to save money.17 
Implications for Research 
 This paper focused only on financial facilitators and barriers in a preliminary 
analysis of the data. Therefore, further examination of this data is needed to better 
examine how these facilitators and barriers affect financial savings and health outcomes. 
Analysis of the facilitators and barriers using an inductive approach could augment these 
initial results with more in-depth and interpretive information. In addition, this study 
engaged participants in program evaluation. These segments of the data also merit study, 
and findings may be applicable to other research or practice. Programs or interventions 
working with similar populations on similar issues of health and wealth may benefit from 
understanding the perspectives on intervention recruitment, length, and content from 
participants in this study. 
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The field of IDAs is relatively new and the literature base is still developing,16,31 
especially in regards to domestic financial interventions and health outcomes.13 
Therefore, the findings from this study add to the research base related to women, 
financial savings, IDAs, and health. However, as is typically the case, especially with 
such exploratory research, future research is warranted. Research regarding the 
effectiveness of IDAs is still evolving, and one recent review suggests that IDAs may not 
facilitate asset accumulation as intended.32 Given this possibility, it is even more 
important to understand the factors that may prohibit or facilitate savings and lead to 
successful IDA programs. Despite inherent difficulties in replicating qualitative 
research,22  similar research with women in different locations or with different 
experiences would yield more information. As more findings are generated and 
generalized across wider populations, more research including quantitative methods 
would also be beneficial. Focus groups and qualitative data can be valuable in informing 
the development of quantitative research questions and methods21 and the findings from 
qualitative research can be used to develop appropriate quantitative instruments.22 
Quantitative research can test some of the hypotheses and variables generated from 
qualitative data, and allow for generalizations to larger populations.22 This research is 
important in generating new financial savings information, but is especially important as 
health interventions seek to incorporate financial aspects and address social determinants 
of health.  
Limitations 
As a small, exploratory qualitative study, there are important limitations to the 
data and results presented here. As referenced multiple times throughout this paper, the 
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results are based only on preliminary analysis. Further in-depth analysis of the data is 
necessary to fully understand facilitators and barriers to savings and is planned for the 
future. In addition, the data are limited by the time and size of the study. A short window 
of time for the study meant that each group could only have two sessions, and was 
limited to discussing two photographs at the second session. Multiple sessions and photo 
elicitation discussions with each group would have likely led to greater breadth and depth 
of data. A greater number of sessions would also allow more time to build trust between 
participants and facilitators. Though focus groups have been successfully used with 
sensitive topics,21,22 the often-sensitive nature of financial topics may have prevented 
participants from sharing ideas, especially about barriers, in this setting. Time for 
building relationships and trust might have facilitated more candid discussions.  
Thematic differences in facilitators and barriers between the women in the IDA 
group and non-IDA group were not immediately apparent in the findings. This may be a 
limitation of preliminary analysis or distinct differences between the groups. The number 
of women participating in the focus group and photo elicitation study was more than 60% 
of the eligible women completing the larger intervention. Despite this sizable 
representation, there were a particularly low number of women participating in the non-
IDA group (n=11) as compared to the IDA group (n=34). The characteristics of those 
who choose to participate in IDA programs likely differ from the low-income population 
overall,31 and given that the non-IDA group did not successfully take advantage of the 
matched savings opportunity, there are likely greater or different barriers encountered by 
this group in establishing financial savings. Understanding the barriers that were faced 
and not overcome by this group is especially significant to future studies or interventions. 
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Conclusion 
 Innovative and collaborative approaches to addressing health disparities through 
social determinants of health are needed.13,14,20 Interventions that aim to improve health 
and wealth outcomes may provide benefits to the participants, but it is important to 
recognize facilitators and mitigate barriers encountered by participants. The present study 
provides valuable insight into the facilitators and barriers experienced by low-income, 
rural women participating in one such program. Beyond the context of this study, 
research and practice efforts with similar populations or focused on similar themes can 
benefit from understanding the experiences of the women and incorporating relevant 
findings from this study.  
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Appendix A: Codebook 
 
Code Description Examples 
Food/Diet Apply this code for descriptions of food, eating, and dietary habits or strategies.  
Eating out; menu planning; 
cooking at home 
Savings Habits 
Apply for comments about behaviors or habits 
around financial savings that are current or in 
the past.  
Previous savings habits of self or 
family member; guidance from 
adult; having a bank account; 
saving for a rainy day; knowledge 
about finances and budgeting 
Social Factors 
Apply for descriptions of how other people or 
social structures help or hinder financial 
savings.  
Family; children; single 
parenthood; peers; friends; social 
support; HOPE circle; 
accountability to save 
Willpower 
Apply for comments about self-motivation or 
lack of discipline that affect savings behaviors.  
Sacrifice; motivation; lack of 
discipline; buying things you 
deserve 
Goals Apply to discussions about how having or setting goals helps saving.  
Goal setting; planning; 
visualization 
Medical 
Expenses 
Apply to comments about medical expenses 
including medical visits, bills, or prescriptions 
and their impact on savings. 
 
Financial 
Resources 
Apply for discussions about things that help or 
hinder the creation of financial resources that 
allow for savings. May also include comments 
about existence or lack of financial resources in 
general.  
Having resources to save; debt; 
bills; side job or extra income; gas 
prices; economy; employment 
Stress Apply for comments about emotions and stress that affect or accompany financial saving. 
 
Trust in 
financial 
institutions 
Apply to discussions about fear, trust or lack of 
trust in banks and other financial institutions.  
 
Match Money/ 
IDA 
Apply to comments about the HOPE Accounts 
IDA and/or match money as a facilitator of 
savings. 
Incentivized matching; IDA 
Saving 
Strategies 
Apply to comments about ways or tricks to save 
money.  
Saving change; bargain shopping; 
sales; using community resources 
Follow 
Up/Action 
Apply for comments or ideas about things that 
could be done in the community to promote 
financial savings. 
 
Central Message 
Apply to comments that seem to encompass the 
overall message or theme of discussions. These 
may be used to summarize the messages at the 
town hall.   
 
Favorite Quote 
Apply to poignant comments or important 
quotes that exemplify messages from the 
discussions. These may be used for the town 
hall exhibition.   
 
Other 
Apply this code for things that are important but 
do not fit under other categories. (Sections with 
this code will be reviewed in order to determine 
if additional codes need to be identified)  
Natural occurrences 
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Appendix B: Sample Handout of “Top Ways to Save Money” 
 
 
	  
HOPE	  Accounts	  for	  Women	  	  
Top	  Ways	  to	  Help	  You	  Save!	  
	  
1.	   Social	  Support	  
2.	   Accountability	  
3.	   Goal	  setting/visualization	  
4.	   Planning	  
5.	   Motivation/will	  power	  
6.	   Side	  job	  income/extra	  income	  
7.	   Put	  away	  for	  rainy	  day	  
8.	   Cooking	  at	  home	  
9.	   Menu	  planning	  
10.	   Bargain	  shopping/sale	  
11.	   Sacrifice	  
12.	   Using	  community	  resources	  
13.	   Lessons	  learned	  from	  others	  
14.	   Having	  a	  bank	  account	  
15.	   Saving	  change	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